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DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http://www.dail.vermont.gov

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

December 20, 2016

Ms. Tabitha Hart, Manager

Our House Residential Care Home
162 Jackson Avenue

Rutland, VT 05701-4551

Dear Ms. Hart:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
November 14, 2016. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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R100) Initiai Comrnents: R100
An unannounced onsite Te-licensure survey was
condueted by the Division of Licensing & . ;
Protection on 111412016, The following -~ :
requiatory deflelanclas wars Identified: i
R184 V. REBIDENT CARE AND HOME SERVICES R164
55=F
o R House fZAJ}- Wikl Cer 7"”(‘1’
510 Medication Management Staf L af each house
5.10.d If a resident requires medication dnd Ho documenT Seyme
administration, unficensed $taf may administer - at
redications under the following concitions: as s fﬂf”p oFten "_’Jc.'m
(2) A réglstered nurag musi delegale th o H‘P Je [ocadvon® " I '4] le
[ ate the o
responsibiiity for the administration of specific ﬁ‘f"’”” house pUTsES
medications to designated stafi for dasignatad S igpatored wull bae Pm@’p
esidants "
TREICANS. ‘ Lhat al\ Med +2th s have
g&is REQUIREMENT s not mef ag evidenced hoen appr sved b'—f each |
‘l!fs:a?l?d 1??1 recard raview and staff interviews tha RL} - Honge mana@w“ u.n_\l
acilily failed to assure that a registored nurse -
tislegsted the respansibilty for the administration on 1Hor Med Cephified hsr
of specific medications to degignated staff for e atures and '
designated residents residing in the facify. For " Siqne
Findings Include: Comp hance -
! Par record review the facility uses unlicensed
caregivers as "Mett Techs” through a dalzoation
process o adminigter mevicetions to residents.
Tha group of homes asaociated with this home
have a total of 3 Registerad Nurses.(RN's) wha
work with the homes. Ih an interview on the i
afternoon of 11/14/18 the nurse described as the
“hause nurse” stated thad $/he does not do the .
| defegation for staff who adminlstar medicationg at :
this house. She stated that a/he has done some N
_observations of staff performing tasks inoluding l
'tvlsion of Licensing snd Frotection
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R164| Continued From page 1 R164

; medication administration but that stha has nut , _
dnne any documentation to that effect. She . o -
staten that RN #2 does tha madisation dalegation
for staff deleyated 1o administer medisations. BN
#1 alap states that staff at this housea administer
medications under bigfher RN license and that
s/he did not do an inltial evaluation ar
re~delegation of medication administration for
staff and residents i the houge, In 2 telephone
interviaw Immediately follawing the praviously
described intarview RN #2 states that a/he did do
an Iritiz) medication delegstion for the staff
workitig 2t the facliity but that s/he s no fanger
frvalved with the medication process at this
hause. Both nurees also state that they wars
urawars of the need for delagation of any new
medication orderad for all defegatad stadff prior {o
administration. The -House Menager stated that
RN #1 was respongible for medication delsgation
and the faciifties owner stated that RN #2 did all
the delagation.

. Rg7| V. RESIDENT CARE AND HOME SERVICES | R167 - | |
$82D B _ | ’
R16T [ Wreten fhehavior Plans v n/g;c,/;(,

he placed weth Ho. Careplan,

5.10.d If 2 resident requires medication he M.AR. and the ADLs -
acdministration, unlicensed staff may administer | A master C"P“l syl be

med(cations under the fallowing conditions: :
. Kepr m e Menagers binder,

PA T wienvier mmﬁhh{

‘_ 510 Medication Ménagement

{5) Shait other than a nurse may administer PRN

psychoactive medications only when the home poren -
' + has a written plan for the use of the PRN ‘ . when Cs'z'.\.l-d vb ng 'C' R&T D
| medication which: describes the specific the vaenth MLAE -

benaviors the medication ig ihtended to correct of
addresgs; specifies the sircumstances that
indicate the use of the medicatlon; educatas the
staff about what desired effects or undesired side |-
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T
H
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PREFIX

TAG

SUMMARY STATEMENT OF DEFIGIENCIES
{EAGH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR |.8C INENTIFYING INFORMATION)

D ; FROVIDER'S PLAN OF GORRECTION |
PREFIX (EATH CORRECTIVE ARTION SHOULL BE | COMPLETR,
TAG CROSS-REFERENCED TQ THE APPROPRIAYE = ¢ DATE
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R167

Continued From page 2

‘effects the staff must maniter for; and docurments

the time of, reason for and specific results of the
madication use. .

This REQUIREMENT is not met as evidenced

by:
Based on record raview the facillty failed to
assurm that unlicensed staff adminisiered F'RN

| Paychoactive medication only when there is a2

wtitten plan for the uae of the PRN medication in
place for 1 resldent of 2 reviewad (Resident #3)
with PRN psyshoactive medieations. Findings
include:

Per record review Resident #3 has an order, for
Ativan 0.5 mg PO (by mouth) Q3-4H {every 3-4
hours) as needed for andety, Thers Is no PRN

| Behavior plan describing the raquirad information
) including: the speciic behaviors the medication |s

Interided to correct or-address, the clreumstances
that indicate the use of the medication; the
desired effects or undeslred side effects the staff
must monitor for; and documentatlon of, reason
for and speciflc rasults of the medication uge. In
an Interview at 2:15 PM the House Manager and
the RN hoth statsd thit there was no behavior
plan avallable for Resident #3.
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